The purpose of this study was to evaluate whether an improvement program can contribute to positive sustainable improvements in an organization, and whether financial incentives are driving forces for improvements. The material was all projects (n=232) that applied for funding in a county council improvement program between 2007 and 2010. The projects were analyzed as to whether they received funding (n=98) or were rejected (n=95). In addition, a categorization of the projects' intentions was analyzed. Some projects were still ongoing, but 50 projects were implemented and sustained two or more years after being finalized.
Introduction
Healthcare organizations face the challenges of managing future demographic development, citizen expectations, reduced financial resources, and increased use of medical innovations.
Improvement programs are generally considered to be a strategy for coping with these challenges. Such programs have been initiated worldwide, and various methods are used to achieve improvement goals (e.g. Driver & Wachter, 2012; Kottke et al., 2012; Oliver & Brown, 2011) . Lombarts et al. (2009) investigated implementation of quality improvement programs in Europe. They found that all participating countries used different programs, from organization-wide policies and procedures to improvement of specific medical treatments.
Change research asserts that about 70 percent of all initiatives fail (Beer & Nohria, 2000) . Driver and Wachter (2012) argued that in improvement initiatives, healthcare organizations have paid less attention to issues of organizational structure. Thus, a key ingredient in scholarly analysis is to identify better strategies for executing and sustaining improvement projects and programs. Can improvement programs contribute to sustainable improvements in the organization? Marshall and Harrison (2005) emphasized the need for researchers to analyze the relationship between incentivized and non-incentivized improvements to develop a deeper understanding of how to steer incentives.
Some questions raised concerns regarding the influence of financial incentives and their role in driving mechanisms for improvements. Financial incentives on the input side of improvement programs have been neglected and need further inquiry. Based on an empirical study of an improvement program, financial support from decision-makers (top-down) to improvement actors in professional organizations may increase the probability of sustainable improvements. The conditions for this argument are based on an improvement program in which improvement actors have a certain degree of freedom in defining, designing and conducting improvement projects (bottom-up) . Therefore, the purpose of this study was to evaluate if an improvement program can contribute to sustainable improvements in an organization, and if financial incentives is a driving force for improvements.
First, some previous research is discussed, followed by a theoretical steering model for incentives as drivers for organizational improvement. Concepts and expressions used in this paper are then discussed, and a matrix of practice-based improvement strategies is presented.
This matrix is then used as a foundation for the analysis.
Previous research
Both academics and policy actors have raised the question of whether financial incentives are a key ingredient for encouraging and driving improvement programs (Peterson, 2004) . Dahlgaard et al. (2011) clearly express that it is not an easy challenge to improve complex systems such as healthcare. Questions about motivations to improve have been discussed amongst professionals and researchers (e.g. Beer & Nohria, 2000; Grol & Wensing, 2004) . A matter of discussion is whether money (financial compensation) is an incentive for improvements (Peterson, 2004) . In the U.S., an increasingly common way to handle healthcare quality is pay-for-performance (P4P) (Sloane, 2005) . Healthcare providers are compensated according to a model where achieved targets, including quality and quantity criteria, are rewarded (Oliver & Brown, 2011 ). Berger (2011 argued that connecting payment with quality will increase the incentives for better and safer care. On the other hand, Rosenthal et al. (2004) discussed the risks inherent in this. Providers who are already performing well will benefit, while low-quality providers, who might need funding to improve, will be treated unfairly.
Another way to create incentives for improvement is the "naming and shaming" approach, by showing caregiver results in public. An argument against this approach is that it could demotivate staff (Rosenthal et al., 2004) . A study by Gavagan et al. (2010) found no significant distinction among clinics with financial incentives or those that were not rewarded for their efforts. Both the intervention and non-intervention groups improved performance.
The highest-ranked impact factors were dedicated, hard-working physicians and nursing teamwork. Financial incentives were in fifth place. A study investigating how to encourage participation in a national accreditation model found that small local health departments listed financial incentives as necessary to bear the cost of implementing accreditation. However, they also wanted infrastructural and quality improvement methodology support (The Incentive Research Foundation, 2002) . Other researchers claimed that incentives make people only accomplish whatever yields financial rewards, and forgo other equally important issues. Wilford (2007) examined award incentives in relation to quality and performance. She concluded that most award winners are already high performers. Awards tend to be more a way to recognize those already performing well, rather than an incentive to encourage and drive improvements. Marshall and Harrison (2005) emphasized that the improvement impact does not have a linear relationship to the size of the incentive. On the contrary, financially based incentives are not the only thing motivating improvements. An important issue is engaging and encouraging the people involved. A Swedish study analyzed sustainable improvement in a child health promotion program (Edvardsson et al., 2011) . They found that supporting factors were: involvement of micro-level personnel, supportive management, and a positive and supporting overall organization. Important barriers included: shortage of time and resources, authorization, and lack of managerial support and involvement.
A theoretical steering model of organizational improvement incentives
Financial support, from decision makers to improvement actors may be directed to either the input or output side of an organizational system. It can also be positive ("carrots") or negative ("sticks") guided. The input side of financial support is resource oriented in the sense that it may provide actors with money, competence, or time in exchange for improvement initiatives. The alternative is constraining or withdrawing resources if actors do not engage in improvement initiatives. The output side of financial incentives is performance oriented.
Decision makers may reward actors for achieving specific goals (Behn, 2003) or arrange awards for the best achievements (Wilford, 2007) . There are also negative strategies such as "naming and shaming" (Rosenthal et al., 2004) (Figure 1 ).
Intervention
Resources/(carrots):
•Financial 
Concepts and expressions
The intervention of the improvement program analyzed in this study is a county council-wide invitation to apply for financial support to accomplish improvement projects. The expression improvement is used throughout this paper, since the changes in the studied intervention were positive, rather than just change, which can be both positive and negative. An improvement is defined as something done differently that works better than before (Beer & Nohria, 2000) .
The improvement actors are the invited applicants, employed in the organization, who bring up improvement ideas and needs from a practice-based perspective (Bakka et al., 2005) . The decision makers are the steering board committee and the county council delegates who decide to fund or reject projects (Beer & Nohria, 2000) . Sustainability can be seen as longterm maintenance of a system or organization, based on persistent and consistent (top) management support (Pettigrew, 2000) . In this paper, sustainable improvement means an improvement lasting two or more years after a project is finished and implemented.
An implemented project was defined as an achievement of positive, sustainable improvements in the organization (Beer & Nohria, 2000; Berwick et al., 2003) . The term status quo was defined as a project that had been realized but did not reach a new level of performance (Berwick, 1996) , the way of working after the project finished was the same as before (Weick & Quinn, 1999) . Failure is persistence of (Schneider et al., 1996) , or relapse into past behaviors (Weick & Quinn, 1999) . For instance, process mapping does not automatically lead to improvements. For rejected improvement projects that did not get financial support, two additional categories were included: done anyway and different action taken. In the former, project team members finalized the project according to plan without financial support. In the latter, team members carried out a specific project with a different aim.
Practice-based improvement strategies
The application intervention evaluated in this study stimulated bottom-up practice-based improvement ideas. An earlier study built a matrix of improvement ideas practitioners emphasize when, fairly freely, invited to accomplish improvement projects (Andersson et al., 2011) . The matrix consisted of five categories: Organizational Process, Competence and Development, Evidence and Quality, Process Technology, and Proactive Patient Work.
Organizational Process is the ways in which organizations define, organize, and implement activities related to process improvements (Donabedian, 2003) . Research has found that the biggest potential for improvements often occur between sub-processes (Dahlgaard et al., 2011) . Improving cross-functional processes can minimize those problems occurring between functions, units, or departments. Healthcare is knowledge-intense, and it is important for it to work continuously with competence and development. It is crucial to encourage staff members to develop their competence (Ting et al., 2009) . Therefore, the Competence and Development category is therefore an essential part of healthcare improvements. Concepts, methods and principles, often developed externally, can be seen as Evidence and Quality.
Evidence-based medicine (EBM) is one of those principles, which aims to integrate practice with the best available methods or treatments based on systematic research (Sackett et al., 1996) . Different methods and techniques, categorized as Process Technology, can support activities and improvements. In healthcare, those are mostly connected to new treatments and devices (Berwick et al., 2003) . A growing part of healthcare is patients' own responsibility for their care (Klein, 2012) , at the same time as increasing demands and desires from both patients and society (Wu & Hsieh, 2011) . Proactive Patient Work is one way to meet those challenges.
Method and materials
The data that comprise the empirical base in this study originated from a county council allembracing improvement program, which was financed by special grants awarded by the county council delegates and coordinated by the top management team. The present study used a case-study approach, investigating an intervention of this improvement program. All healthcare departments in the county council, primary healthcare centres, dental care centers and other units, were invited to apply for financial resources to accomplish improvement projects. A steering committee reviewed applications and recommended to the decisionmaking delegates which should be granted. The material in this study was all applicants that sent in an application (n=232) between 2007 and 2010. The applicants were contacted by phone and asked to participate in an interview. Those who were not reached by phone were sent an e-mail asking about participation and a time to be called back. Those who did not respond got a second e-mail reminder between one and two weeks later. The interviews were conducted by telephone and took between five (no action taken) and 30 minutes. A semi structured interview protocol with different themes was used, based on evaluation models (McNamara, 2002; Taylor-Powell et al., 1996) . The themes were: goal achievement, sustainability, organizational effects, leadership and ownership, and other implications. First, the material was sorted in different categories, depending on whether or not the applications were funded. All applications were further categorized, and a quantification of the projects in each category was done. The projects in each category were then ranged in a matrix of improvements types the applicants were emphasizing. As described in the theory section, the matrix resulted from an earlier study within the same case (Andersson et al., 2011) . In addition, some examples of projects are presented.
Results

The application intervention
This study was carried out in a county council in southeast Sweden. Show results in public; 5) Emanate from research and evidence; 6) Projects involving IT systems supporting new ways of working; and 7) Hearings to locally develop new knowledge (Kvalitetswebben, accessed 2012-10-01) . The projects were considered to emanate from practice-based initiatives. The board suggested to the decision-making elected members which applications should be funded or rejected, and the elected members made their decision based on these recommendations.
Outcome of the projects and improvement strategies
Two-hundred and two applicants completed the interviews, giving a response rate of 87 percent. Figure 2 shows the various outcomes of the funded (n=98, 48%) or rejected (n=95, 47%) projects. Applicants not participating in an interview (n=30), were evenly distributed between funded (n=16) and rejected (n=14). Projects judged as research projects (n=9) were categorized separately, since those were not funded from the improvement program, but referred to the Research and Development Committee for assessment. In this study, the research projects were not analyzed further. 
Funded projects
Some projects were still ongoing when interviews were conducted in January and February 2012, but 50 (51%) of the funded projects were implemented and sustained two or more years after the project's finalization (Figure 2 ). The implemented improvements were on different levels, from (micro) unit level to the whole (macro) organizational level. In some cases, small projects were incorporated in large projects. For instance, some small projects that wanted to develop IT solutions were incorporated into the larger IT Web project "My Care Contacts".
The projects that were categorized as status quo (15 of the 73 funded, finalized projects) were accomplished according to the project plan. Their aim was not to implement an improvement.
Instead they did process mappings, hearings, study trips, or education. Therefore, no improvements were implemented, although the project was successfully accomplished.
Compared to the matrix built on the improvement intentions (Andersson et al., 2011) Some funded projects did not start, and therefore categorized as no action taken (n=11). The main explanation was that the responsible initiating applicant had left the unit. Other reasons were that lack of time at the unit did not allow the project to start, or that the method to be implemented was no longer adequate. Projects categorized as failures (n=8) were those that stopped mid-way, were never completed or implemented, or had returned to the previous behavior. One example was the project introducing evening consultations for young diabetes patients, but there was no demand for that service; no patients came. The status quo projects were equally found in the categories Organisational Process, Evidence and Quality, and
Competence Development. Examples of those were process mappings, and participation in different educations.
To sum up, 50 of the 98 funded projects were implemented and sustained two or more years after the completion. Most of those (n=20) were fund in the Organizational Process category
Rejected projects
Of the rejected projects, 27 (28%) were accomplished without funding, and 18 (19%) of those were sustained. Most of those projects (n=8) were about Organizational Process. The second largest category were Competence and Development (n=4). Two of the implemented rejected projects were about Proactive Patient Work. Only one of the rejected implemented projects was in the Process Technology category. That project did get help from one large, county council-wide initiative to implement electronically booking services. An explanation was that those projects often implied purchase of expensive equipment, and this was then not possible when the project was rejected.
Some applications that were rejected made a new application (n=5). Twelve applicants did not carry through the proposed project, but had done something else (different action taken) Six projects were in the Organizational Process category and three in the Proactive Patient Work category. The projects that were done anyway needed to make the improvement in any event, or might as well be carried out after writing the application. Other explanations were that reallocations of existing recourses made the improvement possible without financial support.
The projects that had done something else found something else more urgent to improve when they did not get funding. Some respondents stated that one reason for continuing without funds was that, by initiating this application intervention, the top management in the county council encouraged and permitted improvement work. The overall improvement program had a stated goal that all mangers within the county council should demand improvement work at their unit.
A majority of the rejected applications (54%) did nothing (Figure 2 ). Most of those (n=20) were found in Organizational Process. Three were in Evidence and Quality. There were various reasons for projects where nothing was done. Some stated that the idea was expensive, and the unit could not bear the project costs without financial support. Other To sum up, 27 of the 95 rejected projects were done anyway and 18 of those were sustainable.
The Organizational Process category was found in most of the rejected projects; eight of the implemented projects, and 20 of the no action taken projects.
Discussion
Complex organizations such as healthcare systems face challenges in motivation and incentives for improvements (Berwick et al., 2003) . The purpose of this study was to examine whether an improvement program influences sustainable outcomes in an organization, and if financial incentives are driving forces for such improvements. Marshall and Harrison (2005) highlighted that there was much not known about how to best use incentives to improve the behavior of healthcare professionals. Most research has focused on the output side of the incentive model (Figure 1 ), especially incentives like P4P (Sloane, 2005) and naming-andshaming (Rosenthal et al., 2004) . Rosenthal et al.'s (2004) discussion about rewarding those who are already performing well, is essential. If the healthcare system wants to improve, would it not instead be better to encourage those who are not performing well?
The incentive intervention in this county council improvement program chose to highlight practice-based initiatives and ideas, not results or outcomes. When starting such an improvement program, it is not easy to decide which steering model to use. In this case, there were some thoughts from management that improvements should be initiated from the staff, not implemented from above. However, the steering board committee and decision-making elected members stated some criteria in advance (Kvalitetswebben, accessed 2012-10-01 ).
This can be seen as a way to let ideas be free but at the same time keep some control over the resource allocation. The approach of incentivizing the idea instead of the result is not common; but the results of our study indicate that incentives on the input side ( Figure 1) could be just as effective to encourage improvements. In our interviews, some respondents claimed that the fact that the county council highlighted the issue and demanded managers encourage improvement work was one important factor for their improvement work. A Swedish study found that barriers to improvements could be lack of support and time (Edvardsson et al., 2011) . In our study, reasons why projects were not started were almost the same. The most common reasons were lack of time and resources, and that the initiating applicant had left the unit. This is a problem with locally initiated improvements, which depend on one individual motivating and advocating for the project (Stenberg & Olsson, 2005) . Therefore the engagement and encouragement of the majority of the staff at the unit is essential so that the improvement idea will not die if that person leaves for any reason.
The results in our study indicate that financial incentives are not the only method to encourage improvements. A somewhat unexpected result was that 41 percent of those who got their application rejected had either done the intended project or something else considered more important. Of all the rejected projects, 19 percent had accomplished and implemented a sustainable improvement, according to our definition. One reason may be that, as some respondents stated, once the application was written (often seen as the hardest part (Wilford, 2007) ), the planning was done, and if the project was not too expensive for the unit to bear, they might as well go on with it. People were already engaged and dedicated to the project. Gavagan et al. (2010) also supported this explanation. Their study found that dedicated staff was ranked highest in impact factors, while financial incentives were fifth. At the same time, 11 of the funded projects never started and had their funding withdrawn. The main reasons were that the responsible applicant had left the unit, or, one can argue, the project was not necessary because then someone else, perhaps the manager, would have insisted on its accomplishment and implementation.
Illumination of the project outcomes ( Figure 2) shows a simplified picture of the complexity of such an improvement program. Some projects in our model were categorized as status quo, meaning they had not reached a new level of performance (Berwick, 1996; Weick & Quinn, 1999) . Most of those were process mappings as a first part of a continued improvement process. Others were educational, not leading to a directly observable improvement in the organization. Those projects were not failures, because their aim was not to implement an improvement. Considering interviewees' self-assessment, those projects were successfully accomplished and reached their goals. However, they did not fulfill the definition of sustainable implemented improvement (Beer & Nohria, 2000) . At the same time, since most problems in healthcare occur between processes (Dahlgaard et al., 2011) , one could argue that those process mapping projects are essential to find the issues needed to improve. On the other hand, failures were different from status quo in that the project aim was reached but not implemented, or there was a return to previous actions. One can argue about the failures as well. If the improvement idea was tested, found not to work, and therefore not implemented, is that a failure? In our classification, it is a failure according to the definition of relapse to past behaviors (Weick & Quinn, 1999) . However, the respondents did not think their projects were failures. They tested it, found it not useful or lacking demand from their patients, and therefore stopped. Testing ideas on a small scale is quite a common way to work with improvements (Institute for Healthcare Improvement, 2003) . At the same time, perhaps they should have done better pre-needs analysis of their project.
The evaluated projects in this study were all practice-based. Even if emanating from different levels in the organization, improvement actors were invited to come up with ideas of what to improve. The majority of both funded and rejected implemented projects were about Organizational Process. Dahlgaard et al (2011) emphasized that most improvement gains are found between (sub) processes. Our results indicate that this was also the experiences of practitioners. Many projects aimed to improve processes within and between units. The largest difference was in the Process Technology category. Only one of the rejected implemented projects was found there, which got help from one large county council-wide initiative to implement electronic booking services. The most common explanation to why those nine rejected Process Technology projects were not realized was that they were expensive. With no funding, the project did not have the resources to carry through. This was the only statement implicating the importance of financial incentives.
Conclusions
This study indicates that an improvement program can stimulate improvement work and contribute to sustainable improvements in an organization. The results also support the idea that there are incentives other than financial that can affect whether an improvement program contributes sustainable improvements in the organization. Attention to improvements from management is sometimes enough to get improvement work started. Financial incentives are secondary. Another factor of importance could be that the projects are practice-based. The way the intervention is carried out, which encourages those the improvement ideas that are considered most important for those affected, is one way of incentivizing not performance but rather the intention and effort to become and perform better.
